Background: Aspects of the patient care experience, despite being central to quality care, are often problematic. In particular, patients frequently report problems with timeliness of care. As yet, research offers little insight on setting characteristics that contribute to patients' experience of timely care. Purpose: The aims of this study were to assess the relationship between organizational climate and patients' reports of timely care in primary care clinics and to broadly examine the link between staff's work environment and patient care experiences. We test hypotheses about the relationship between voice climateVstaff feeling safe to speak up about issuesVand reported timeliness of care, consistency in reported voice climate across professions, and how climate differences for various professions relate to timely care. Methodology: We conducted a cross-sectional study of employees (n = 1,121) and patients (n = 8,164) affiliated with 37 clinics participating in a statewide reporting initiative. Employees were surveyed about clinics' voice climate, and patients were surveyed about the timeliness of care. Hypotheses were tested using analysis of variance and generalized estimating equations. Findings: Clinical and administrative staff (e.g., nurses and office assistants) reported clinics' climates to be significantly less supportive of voice than did clinical leaders (e.g., physicians). The greater the difference in reported support for voice between professional groups, the less patients reported experiencing timely care in three respects: obtaining an appointment, seeing the doctor within 15 minutes of appointment time, and
receiving test results. In clinics where staff reported climates supportive of voice, patients indicated receiving more timely care. Clinical leaders' reports of voice climate had no relationship to reported timeliness of care. Practical Implications: Our findings suggest the importance of clinics developing a strong climate for voice, particularly for clinical and administrative staff, to support better service quality for patients.
A positive care experience is a core component of patient-centered (Browne, Roseman, Shaller, & Edgman-Levitan, 2010 ) and thus quality health care (Institute of Medicine, 2001) . A positive care experience has occurred when patients report that they experienced what they desired during their interactions with care providers and the system (Balik, Conway, Zipperer, & Watson, 2011; Browne et al., 2010) . Research has shown that a key contributor to patients' care experience is the perceived timeliness of care received, that is, their assessment of whether inappropriate waits or delays have occurred in the course of care (Gerteis, Edgman-Levitan, & Daley, 1993; Sofaer & Firminger, 2005) . In primary care clinics, for example, timeliness is assessed by the time to obtain an appointment, in-office wait time, and the timing of follow-up care.
From a normative perspective, the patients' experience of timely care is inherently important (Gerteis et al., 1993; Sofaer & Firminger, 2005) because the health care system should be patient centered, serving its customers in an efficient way. That is, neither patients nor staff should expend more time than needed to receive or deliver high-quality care. From a practical viewpoint, patients' experience of timely care is also important because good experiences have a significant effect on other factors related to patient care including care choices (e.g., whether patients delay follow-up visits or switch providers to avoid another negative experience; Keating et al., 2002) , patient adherence to care recommendations (DiMatteo, 1994) , system utilization (e.g., emergency department visits; Brousseau, Gorelick, Hoffmann, Flores, & Nattinger, 2009) , and health outcomes (Isaac, Zaslavsky, Cleary, & Landon, 2010) . In addition, care experiences are associated with organizational performance metrics such as overall satisfaction with provider, employee satisfaction, and financial performance (Browne et al., 2010; Sofaer & Firminger, 2005) . Thus, a timely experience is important for both patients and organizations.
Despite the appreciation for the importance of the patient care experience, care experiences often fail to satisfy patients' desires, particularly with respect to timeliness of care. In national surveys, only 43% of adults reported that they are always able to get routine care as soon as desired (Soni, 2010) and 15% of adults with an urgent condition indicated that they are sometimes or never able to receive care at the time needed (Agency for Healthcare Research and Quality, 2010) . In general, patients' positive scores for timeliness of care are 10Y30 percentage points lower than their scores for other aspects of the patient care experience such as realized access and patientYphysician communication (Brousseau et al., 2009; Rodriguez, Von Glahn, Rogers, & Safran, 2009) .
To improve timeliness of care, it is important to understand what influences this key dimension of the patient care experience. Yet, timeliness of care (perceived and actual) remains one of the least studied aims of health care systems (Leddy, Kaldenberg, & Becker, 2003) . Research conducted in other service industries, however, suggests that customer experience is linked to employee experience (Heskett, Jones, Loveman, Sasser, & Schlesinger, 2008; Wiley & Brooks, 2000) . When employees have positive work experiences, they engage in behaviors that facilitate positive customer experiences. Despite this association in other settings, with few exceptions (e.g., Rathert & May, 2007) , there is a paucity of research that explores how staffs' work experience contributes to the service experience in health care and none that considers how any specific element of the work environment contributes to patients' experience of timely care.
In this article, we examine whether patients' (reported) experience of timely care in primary care clinics is related to a core aspect of the work environment for clinic employees: the organizational climate, that is, the collective perception about the behaviors that are supported and rewarded in the organization (Schneider, 1990) . Specifically, we focus on whether the climate supports voiceVthe discretionary communication of ideas, suggestions, concerns, or opinions about work-related issues with the intent to improve organizational or unit functioning (Morrison, 2011) . In organizations with such climates, individuals believe that it is safe to speak their thoughts (ideas, questions, concerns, or suggestions); they will not suffer punishment or other negative repercussions because of speaking up (Morrison, Wheeler-Smith, & Kamdar, 2011) . We focus on voice climate, because voice influences operational performance in other (non-health care) settings (Morrison, 2011) .
A nuance of our study is that we assess voice climate for different professional groups within primary care clinics and how differences in climate for them relate to reported timeliness of care. Although research in other settings has suggested the general importance of a climate that supports voice, this aspect of organizations has yet to be studied in primary care. We posit that voice climate is relevant in this context as well and that there is insight to be gained from studying the effect of relative differences in climate, which have yet to be explored in the medical setting, although we know that there are differences in work experience for different professionals. Furthering the understanding for timeliness in primary care is especially important as timeliness there can set the stage for patients' timely access to care overall, particularly in delivery models that place primary care at the center such as patient-centered medical homes. Through this research, we aim to contribute knowledge of how the environment for staff influences the patient care experience in primary care.
Theory and Hypotheses
Prior research suggests that health care professionals perceive their work environments differently, depending on their position within the medical professional hierarchy. For example, research conducted in hospitals has found that physicians feel that it is safer to take interpersonal risks (e.g., asking questions, which carries the risk of being perceived as ignorant or incompetent) than do nurses, who report greater safety than allied health professionals (Nembhard & Edmondson, 2006; Singer, Falwell, Gaba, & Baker, 2008) . Organizational theory suggests that the differences in perception about what is acceptable, that is, differences in climate for different professional subgroups, can exist because individuals experience the workplace differently based on their role or task (Schein, 1992) . Those higher in professional and organizational hierarchies experience the workplace as inviting and appreciative of their voice because of their status and role as decision-makers. In contrast, those lower in the hierarchy often experience the workplace as less welcoming and appreciative of their contributions. In health care, this difference is supported by hospital data showing that nurses report that their input is less well received than physicians report (Thomas, Sexton, & Helmreich, 2003) . This finding implies that differences in climate's supportiveness of voice often exist between professional groups in hospitals.
We contend that there are similar differences in voice climate between professional groups in primary care clinics. Although most primary care clinics are smaller and have less employee turnover and rotation than hospitals units, which should generally lead to a more cohesive voice climate, the voice climate in clinics is likely to be similar to that found in hospitals, because most health professionals complete much of their training in hospitals. The effect of this early training is significant and difficult to change, often carrying over to new settings. Research shows that most physicians are influenced by the professional and interpersonal norms that they learned during their training long after they have moved to another hospital (Freshman, Rubino, & Chassiakos, 2010) .
We propose that differences in perceived safety of voice within workgroups adversely affect the timeliness of care that patients experience, because they result in behaviors that create process inefficiencies. Groups with low climate consensus (Hackman, 1992; Zander, 1982) devote considerable time and effort to managing their differences rather than to efficiently performing tasks. Nursing staff, for example, sometimes selectively present information to physicians during clinical rounds as a strategy for influencing care without directly having to address physicians (Manias & Street, 2001) . Although these behaviors enable staff to circumvent uncomfortable interactions, they undermine timely delivery of care because time is devoted to correcting failures stemming from misunderstood or incomplete information. In addition, differences in voice are likely to threaten timeliness of care by limiting the group's development of shared meaning, memory, and purpose, predictors of effective and efficient completion of interdependent tasks (Kellogg, Orlikowski, & Yates, 2006) such as health care delivery. Thus, we propose:
Hypothesis 1: The greater the difference in voice climate between those higher in the hierarchy and those lower in the hierarchy, the less patients experience timely care.
The hypothesized negative effect of voice climate differences notwithstanding, we propose that voice climate is positively associated with the patient care experience, particularly the timeliness of care. However, the climate for those lower in the professional hierarchy has greater impact than the voice climate for those higher in the hierarchy because of the formers' central and boundary-spanning role in care delivery. Individuals lower in the professional hierarchy (e.g., nurses) tend to interact more often with patientsV relaying information, delivering aspects of patient care, scheduling appointments, and coordinating follow-up care. They also serve as liaisons between patients and professionals higher in the hierarchy (e.g., physicians). Thus, they influence care in many ways and have the distinct opportunity to assess care delivery from multiple perspectives.
Research has found that those who are centrally located in the work flow possess extensive knowledge about processes, problems (e.g., bottlenecks), and possible solutions (Field & Sinha, 2005) . Medical assistants, for example, likely know whether one physician's schedule is causing havoc, the workarounds used, and the impact on patients. Such information, important for ensuring and improving timely care, is more likely to be shared when the organizational climate is perceived to embrace voice. Thus, the climate for employees with critical information is important.
Studies suggest that voice in a safe setting leads to constructive conversations that increases collaboration and coordination within groups, both of which are associated with more efficient completion of routine tasks (Gittell, 2002; Young et al., 1997) . Also, the learning and implementation of new practices and technologies that enable timely care such as advanced access systems for patient-driven scheduling (Rose, Ross, & Horwitz, 2011 ) is likely to be more successful when the climate allows for open communication as issues often arise during innovation implementation (Tucker, Nembhard, & Edmondson, 2007) . Given the insight that those lower in the hierarchy possess about work processes, the information that they voice is likely to have significant impact on efforts to achieve, improve, and sustain timely care. The information that those higher in the hierarchy voice can be important as well, but is likely to have less breadth and depth by virtue of their role. Research in other industries suggests that managers often have less information about the intricacies of frontline operations than their staff (Nonaka, 1991) . Thus, although the climate may be more supportive of voice for them, the impact of their voicing is likely to be less. Thus:
Hypothesis 2: The voice climate for those lower in the professional hierarchy will be a better predictor of patients' experiencing timely care than the climate for those higher in the hierarchy.
Methods

Sample and Data Collection
We tested our hypotheses using 2008 data from primary care clinics collected as part of a statewide demonstration project on the public reporting of the performance of medical providers. As part of the project, four medical groups, consisting of 39 primary care clinics, agreed to allow the surveying of their clinics' employees and patients about the work environment and the patient care experience, respectively. Our sample included the 37 primary care clinics that had data from both sources. The characteristics of these study clinics are shown in Table 1 .
Employees were surveyed using the Leading a Culture of Quality (LCQ) survey, which was administered online. The LCQ survey was developed by (and is available from) Satisfaction/Performance/Research Center (www.sprcenter .com). It is a 25-item survey that assesses voice climate, organizational focus, alignment with the leadership, and the relationship quality among staff (SPR Center, 2005) . Of the 1,993 employees in the 37 clinics, 1,224 members (mean = 33 per clinic; range = 4Y233 per clinic) completed the LCQ survey, for a response rate of 61%. The respondents reported their profession as providers (e.g., physicians; n = 282, mean = 8 per clinic), clinical support staff (e.g., registered nurses; n = 489; mean = 14 per clinic), administrative support staff (e.g., medical office assistants; n = 350; mean = 10 per clinic), or managers or supervisors (n = 97; mean = 3 per clinic); six respondents did not indicate their profession.
The professions included in each category were listed on the survey. For this research, we use the term ''clinical leaders'' in place of ''providers'' to capture more accurately the role of these individuals, all of whom had clinical decision-making authority, and to delineate them from supporting staff, both clinical and administrative. We excluded managers from our primary analysis, because we wanted to focus on the climate for those working closely with patients, although we included manager data in robustness tests. We also excluded those who did not indicate their profession, resulting in a final sample of 1,121 nonmanagerial employees for our primary analyses.
Patients served at the participating clinics were mailed the Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician and Group Visit Survey, which assesses patients' experience of care, including timely access to care and information. The survey was mailed in two waves during a 3-month survey period to a random sample of patients who had had at least one visit with a primary care physician at the clinic during the prior 4 months. The time window was chosen to obtain an adequate sample of patients able to report on a recent visit. A total of 8,164 patients (45%) returned completed surveys, with a mean of 220 respondents per clinic (range: 95Y453). As shown in Table 2 , most respondents were older than 45 years of age (81.5%), White (90.1%), female (59.5%), college-educated (68.8%), and in good or better health (84.4%).
Measures
Voice Climate. We assessed how safe staff felt it was to voice using the three-item communication scale from the LCQ survey: ''I feel free to express my opinion without worrying about the outcome,'' ''Staff will freely speak up if they see something that may improve patient care or affect patient safety,'' and ''The climate in the organization promotes the free exchange of ideas.'' Staff indicated their agreement with these items using a 5-point scale (1 = strongly Table 1 Characteristics of study clinics (n = 37) Characteristic n (%) or mean (SD)
Medical group affiliation
Group 1 As reported by clinical and administrative staff in response to ''The quality of work suffers because of the amount of work staff are expected to do'' (1 = strongly disagree, 5 = strongly agree).
disagree to 5 = strongly agree). The reliability of this threeitem scale was good, as indicated by a Cronbach's alpha of .85, which is above the generally accepted threshold of .70 (Nunnally, 1978) and similar to survey developers' reported reliability (! = .80; SPR Center, 2005) . A confirmatory factor analysis of all the items in the LCQ survey for our sample also supported the convergent validity and unidimensionality of this scale (2 2 (df) = 511(125), p G .0001, TFI = .96, RMSEA = .04, SRMR = .03).
Patients' Experience of Timely Care
We assessed this experience using the four items from the CAHPS survey's timely access to care section. The items ask patients about their ability to obtain appointments as soon as needed, see the physician as soon as needed, and receive test results. An additional item asked patients whether the wait time for an appointment to start was reasonable (i.e., 15 minutes). Patients indicated whether they experienced each of these by responding ''Yes, Definitely,'' ''Yes, Somewhat,'' or ''No.'' To be consistent with guidelines for CAHPS data (Aligning Forces for Quality, 2008) and because of our interest in whether patients experienced the most desirable (i.e., timely) care in each respect, we used the ''top-box'' approach for each item; that is, we created a binary variable for each to indicate whether a patient answered ''Yes, Definitely.'' We did not create a composite scale using the items because Cronbach's alpha for the scale in our sample was .33, significantly less than the accepted threshold of .70 (Nunnally, 1978) . In addition, using individual items allowed us to examine associations with specific elements of timely care.
Covariates
We included two sets of covariates in our models. Our first set included patient characteristics that could influence patient assessment of care: age (7 categories; 1 = 18Y24 years old, 7 = 75+ years old), gender (Male = 1), race (White = 1), education level (6 categories; 1 = less than eighth grade, 6 = more than 4-year college), and perceived health status (5 categories; 1 = excellent, 5 = poor). The second set of covariates included four clinic characteristics that might influence clinics' provision of timely care: medical group affiliation, number of clinical leaders/providers, number of patients, and workload. Medical groups can have different structures, resources (e.g., technology), and practices that shape the capacity and performance of their affiliate clinics, whereas the number of staff and patients may affect timeliness of care through economies of scope and scale as well as supply and demand effects. Finally, workload can influence the ability to deliver timely care (Mohr, Benzer, & Young, 2013) . Workload was measured by the average staff response to the LCQ workload item (''The quality of work suffers because of the amount of work staff are expected to do'' (r wg = .54).
Analytic Strategy
Our analysis consisted of several steps. First, we examined the level of within-clinic agreement about voice climate between the three professional groups in our sample using repeated measures analysis of variance implemented with SAS PROC MIXED. This allowed us to account for the within-clinic correlation of employee responses. We assessed the significance of the overall effect of professional group as well as the differences in least squares means between professional groups, using t tests of fixed effects and pair-wise tests adjusted for multiple comparisons using the Bonferroni method. Our model included the aforementioned clinic covariates. As discussed in the Results section below, we found significant differences between professional groups. Therefore, we assessed the appropriateness of using clinic level measures of the voice climate for each professional group. We compared the between-clinic variance and within-clinic variance for clinical leaders and for staff (clinical and administrative) using analysis of variance. The F ratios were significant for each group (p G .001), supporting aggregation to the clinic level. Furthermore, the mean interrater agreement (r wg ) was .87 for clinical leaders and .84 for staff, both of which are above the minimally acceptable value of .70 (LeBreton & Senter, 2008) . Standard deviations for clinical leaders and staff within clinic were also low (.32 and .36, respectively). On the basis of these results, we aggregated climate responses within each clinic to create average clinic level scores for clinical leaders and average clinic level scores for staff separately. We then calculated sample means, standard deviations, and correlations with all other clinic level variables.
We used a series of generalized estimating equations models, a population-averaged approach used for correlated data, to examine the relationship between the within-clinic difference in perception of voice climate between those higher and lower in the professional hierarchy and our measures of timely care (Hypothesis 1). We calculated clinic level differences by subtracting average clinic level staff scores from average clinic level leaders' scores. We conducted the analyses at the patient level, using SAS PROC GENMOD procedure with a logit link function and cluster indicator (REPEATED command) to model the effect of clinic membership. The former mathematically transformed our binary measures of timely care (at the patient level) into log odds outcomes, and the latter accounted for the correlation between patients within clinics. Analyzing the effect of our clinic level climate variable on patient level data in this manner allowed us to model the heterogeneity of patient responses, taking into account correlated residuals within clinics. All models included the patient level and clinic level covariates discussed earlier. We exponentiated the coefficients derived from our models to obtain more easily interpreted odds ratios (ORs) and 95% confidence intervals (CIs). ORs significantly less than 1 were regarded as supporting the negative, hypothesized relationship.
In the final step of our analysis, we used a series of generalized estimating equations models to examine the relationship between voice climate for each of the two professional groups and our four measures of timely care. For each timeliness measure, we estimated a model that included measures of climate for each group. Similar to the analyses used to test Hypothesis 1, we conducted our analyses at the patient level, included all covariates, and exponentiated the coefficients derived from our models. In essence for testing Hypotheses 1 and 2, for each timeliness measure, we modeled:
where Timeliness i,c is patient i's report of timely care in his or her clinic (c), VoiceClimate is either the clinic-level difference between leader and staff-reported voice climate or clinic-level leader and staff-reported voice climate entered individually, Covariates i are patient-level covariates, Covariates c are clinic-level covariates, and * is the error term. With approximately 200 patients per clinic, we had 80% power to detect statistically significant (p G .05) effects in a change of 0.40Y0.50 in the log odds for every unit increase on the voice climate scale.
To examine the robustness of our results, we assessed whether our results remained the same when managers' report of voice climate was included in our models. We also examined all of our hypotheses at the clinic level, in addition to the aforementioned patient-level analyses.
Results
Profession-Related Differences in Perception of Voice Climate
Our analysis showed significant differences by professional group in the perception of voice climate (F = 12.03, p G .0001). Clinical leaders (e.g., physicians) reported that the climate was significantly safer for voice (mean = 3.76, SE = 0.06) than did clinical support staff (e.g., nurses; mean = 3.48, SE = 0.05) and administrative support staff (e.g., receptionists; mean = 3.47, SE = 0.06). The differences in perception between clinical leaders and clinical staff (0.28) and between clinical leaders and administrative staff (0.29) were statistically significant (p G .0001). There was not a statistically significant difference between clinical and administrative staff's perceptions (diff = .01, p = .81). Thus, for the rest of our analysis, we treated them as one group of ''staff'' (n = 839). The average interrater agreement within clinics for staff was 0.84 and for clinical leaders was 0.87, indicating a shared perception of voice safety within each group. The correlation between staff and leaders' reports of the voice climate was negative but not significant (Pearson R = j.25, p = .14). Table 3 shows the clinic level mean and standard deviation for both climate variables as well as their correlation with the clinic level covariates in our study.
Voice Climate and Patients' Experience of Timely Care
In our sample, over 85% of patients reported being able to obtain an appointment as soon as needed, seeing the physician as soon as needed, waiting a reasonable time for their appointment, and receiving their follow-up test results (see Table 4 ). The models in Table 4 indicate a significant, negative relationship between differences in voice climate for clinical leaders relative to staff and patients obtaining an appointment as soon as they needed (Model 1), seeing the doctor within 15 minutes of their appointment time (Model 3), and having someone from the doctor's office follow-up to give test results (Model 4). Thus, these models provide support for Hypothesis 1 and suggest that the more the climate favored the voice of those higher in the hierarchy over those lower in the hierarchy at the frontline of care, the less patients experienced timely care in several respects. Model 2 shows that there was not a significant relationship between differences in voice climate and patients seeing the doctor as soon as needed. Seeing the doctor as soon as needed was more strongly related to patient characteristics than clinic climate, suggesting that patient attributes are a greater determinant of patients' reports about the time it takes to see their physician.
The models in Table 5 show a significant, positive relationship between staff's reports that the organizational climate supports voice and patients obtaining an appointment as soon as they needed (Model 1), seeing the doctor within 15 minutes of their appointment time (Model 3), and having someone from the doctor's office follow-up to give test results (Model 4). Model 2 shows that there was not a significant relationship between staff's reports of voice climate and patients seeing the doctor as soon as needed. All models show that there was no relationship between clinical leaders' perception of the voice climate and the measures of timely care. Thus, we find support for Hypothesis 2Vvoice climate for individuals lower in the professional hierarchy (i.e., clinic staff) is more positively associated with patients' reports of timely care than the climate for those higher the hierarchy (i.e., clinical leaders) at the frontlines of care.
Our results were similar when we included managers' data about the voice climate in our analyses to test of the robustness of our results. Like clinical leaders (mean = 3.76), managers (mean = 4.02) who are also high in the professional hierarchy perceived the climate for voice to be significantly safer than did staff (mean = 3.48, p G .001).
Managers also felt the climate was safer than clinical leaders did (p = .02). When we added the managerYstaff difference in voice climate to the models in Table 4 , our results remained the same, except for those pertaining to Model 1, which assessed obtaining an appointment as soon as needed. In that model, the clinical leaderYstaff difference became insignificant (OR = 0.83, 95% CI [0.59, 1.19]) and the managerYstaff difference was significant (OR = 0.59, 95% CI [0.45, 0.77]). In models for the other timeliness measures, the managerYstaff difference had no significant effect (p 9 .05) above the impact of the clinical leaderYstaff difference. These results confirm Hypothesis 1Vdifferences in voice climate between those higher in the hierarchy and those lower in the hierarchy are associated with less timely care for patients, with the relevant difference (managerY staff vs. clinical leaderYstaff) varying by aspect of timeliness.
We found greater support for Hypothesis 2 as well when we included manager-reported voice climate in the models in Table 5 . The significant, positive relationship between staff's reports that the organizational climate supports voice and the timeliness measures in Models 1, 3, and 4 became even stronger, with the least significant effect being for Model 1 (p = .02). Clinical leaders-reported voice climate continued to have no association with any timeliness measures, whereas managers-reported voice climate was only a significant predictor in Model 1. In that model, in contrast to the staff results, there was a negative relationship between managers' reports about voice climate and patients obtaining an appointment when needed (OR = 0.55, 95% CI [0.37, 0.83], p = .004). It may be that more time spent on managers' voicing translates into less time listening to staff concerns' about patients' obtaining appointments when needed. Our results were the same when we conducted the analyses using clinic level data.
Patients' Experience of Timely Care and Nonclimate Factors
In addition to the climate's support of voice, patient and clinic characteristics were associated with patients' reports of more timely care. Summarizing across models in Table 3 Descriptive statistics and correlations for clinic level variables Notes: Health status was rated on a 5-point scale: 1 = excellent health to 5 = poor health. Thus, patients with poorer health status were more likely to report receiving less timely care. Ethnicity (i.e., Hispanic vs. not) is excluded from the models presented for parsimony. It had no significant relationship to any of the timeliness of care measures, likely because of the homogeneity of the sample (98% non-Hispanic). OR = odd ratios; 95% CI = 95% confidence interval. Table 4 , patients who were older, male, less educated, Black (vs. other minorities), and in better perceived health generally reported experiencing timelier care. In addition, being seen in a clinic with more providers and/or a clinic with a larger number of patients was associated with patients' reports of timelier care. These clinics may be timelier because they have more clinicians available to serve patients and more expertise with managing patient flow because volume demands developed this skill.
Discussion and Practical Implications
Providing timely care is a ''cardinal goal'' of health care organizations that often remains unrealized (Murray & Berwick, 2003) . Our findings indicate a relationship between the climate for voice that clinical and administrative support staff (e.g., nurses and medical office assistants)V not clinical leaders (e.g., physicians)Vexperience and the timeliness of care that patients report experiencing in primary care clinics. Notably, staff perception that the climate supported voice was associated with greater reports of timelier care not just in one aspect of the office visit experience but throughoutVfrom appointment scheduling to in-office wait time for appointment to receiving follow-up test results. This finding adds to research that suggests that climate is an important attribute of the work environment that influences the performance of health care organizations (e.g., Benzer et al., 2011) . Our study also extends this body of work by showing that voice climate in particular predicts important aspects of the patient care experience (e.g., timeliness). Past work has focused on other aspects of organizational climate but has not shown a direct link to the patient care experience and timeliness in particular. For example, Mohr et al. (2013) recently showed that relational climate, defined as a climate supporting teamwork, although moderating the effect of staff workload on aspects of the care experience, does not have a direct effect. Our study identified a type of climate (i.e., voice climate) that has a direct effect on the patient care experience. Interest in the predictors of this experience has been increasing because of calls for more patient-centered care and better service quality in health care (Kenagy, Berwick, & Shore, 1999) . Our finding that reported timeliness is related to voice climate provides not only a possible explanation for the variance in patients' experience of timely care from primary care clinics but also insight on efforts to implement practices and processes to improve the timing of care. Although the implementation of practices such as advanced access and others derived from industrial engineering and operations management principles (e.g., queuing theory) have resulted in improvement for some organizations, not all organizations have successfully implemented such practices or benefited from adopting them (Rose et al., 2011) . Research has identified four factors that predict the extent of implementation of advanced access in primary care: local management support, clinic team knowledge and skill, rooms per clinician, and patients on wait list (VanDeusen Lukas et al., 2008) . Our findings suggest that voice climate experienced by staff may be a fifth factor contributing to whether time-improving practices are fully implemented and whether their benefits are realized and experienced by patients. This climate may have a direct link to implementation success as well as an indirect link because the voice climate may be critical for leveraging clinic team knowledge and skill. It is notable that we found patients' experience of timely care linked to the voice climate for staff (e.g., nurses) supporting clinical leaders (e.g., physicians) but not for clinical leaders. Furthermore, the difference in climate between the two groups was associated with more negative experiences for patients. Together, these findings suggest the importance of minimizing the difference in climate between professional groups by elevating the climate for nurses and other primary care staff. When they experience the workplace as supportive and appreciative of their voice and presumably more engaging, it is reflected in the patients' experience. Given this, our findings suggest an area in which the hierarchy is reversed. Traditionally, nurses and other staff rank lower in the medical professional hierarchy based on technical expertise (Freidson, 1970) . Our data indicate that they may rank higher in shaping patients' service experience and receipt of patient-centered care.
On the basis of our findings, clinics that provide care deemed as untimely might need to improve the voice climate experienced by staff. This raises the practical question: How can clinics cultivate safer climates? Empirical research suggests focusing on leader behavior, relationship quality between staff, and effective interventions (see Nembhard & Edmondson, 2010, for a review of the research). Leaders whose words and actions indicate that they are accessible, desire open communication, and believe in learning from failure create work environments perceived as safe for speaking up. Staff relationships characterized by respect, trust, and cooperation also contribute to the perception of a safe voice climate. Lastly, studies of programs in health care (e.g., CREW intervention in the Veterans Health Administration; Osatuke, Moore, Ward, Dyrenforth, & Belton, 2009 ) and outside of health care (e.g., police departments; Green, 1992) show that programs that highlight communication problems and their effects, provide time for discussion of these issues, and teach strategies for effective communication are associated with climate change.
To assess the impact of efforts to change organizational climate, organizations may wish to measure their climate. Our finding of differences in perception by professional group suggests that using organizational level measures or leader assessments of climate may mask meaningful differences in perception of climate that may need to be addressed for organizations to achieve their goals. As Payne and Mansfield (1973) argued, aggregate measures ''may be too gross to be useful in the prediction of behavior in complex social systems...knowledge of the pattern of roleset climates may be more useful than mean scores and variances'' (p. 525Y526). To gain a better understanding of climate, researchers and managers may also need to separately assess lower-ranking staff's perception of the cli-mate or differentially weigh the responses of different professional groups.
Our study offers insight on how organizational climate, specifically voice climate, relates to patients' experience of timely care. However, our study has several limitations. Our sample was limited to a subsample of clinics in one state, and therefore, our results may not generalize to other locations. In addition, although we had over 1,200 employees and 8,000 randomly sampled patients respond to our surveys, our response rates were only 61% and 45%, respectively. Nonrespondents may differ from our sample, and thus, our results may not apply to them. Furthermore, because our data are cross-sectional, we cannot make causal inferences about the relationship between staff perceiving voice safety and reported timeliness of care.
On the basis of prior research, we proposed a climateY behavior relationship: Climates that are safe for voice foster proactive voice , which facilitates coordination, learning and the implementation of effective and efficient work practices, and thus better service quality, including timelier care observed by patients. Our theory is consistent with research suggesting that, when staff experience the work environment as enabling, they are more satisfied and therefore engage in more behaviors to better serve customers, resulting in greater customer satisfaction (Heskett et al., 2008; Wiley & Brooks, 2000) . Unfortunately, in this study, we did not have measures of the mediating variables proposed. An important focus for future research would be to assess the behaviors thought to mediate the relationship between the climate for staff and patience care experiences and to evaluate the associations we suggest herein. Also, we hope future studies will include objective measures of the timing of care to complement patient assessments of timeliness. Understanding the relationship between these two types of timeliness and what influences themVsimilarly or differentlyVis important for improving the ability to deliver timely care in both regards. In particular, greater understanding of the link between staff experience and patient experience may help organizations to devise strategies that enable the delivery of more patient-centered care.
